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Although the durability of endovascular repair for
PAAA is unknown, the early benefits are clear in this
high risk group of patents.2e5 Treatment options
should include consideration of the use of fenestrated
stent-grafts.
J.R.H. Scurr,1* S.R. Vallabhaneni,1
R.G. McWilliams2
1Regional Vascular Unit,
Royal Liverpool University Hospital, UK
2Department of Radiology,
Royal Liverpool University Hospital, UK
E-mail address: scurrj@hotmail.com
References
1 DI TOMMASO L, MONACO M, PISCIONE F, SARNO G, IANNELLI G. Endo-
vascular stent grafts as a safe secondary option for paraanasto-
motic abdominal aortic aneurysm. Eur J Vasc Endovasc Surg
2006;33:90e92.
2 ADAM DJ, BERCE M, HARTLEY DE, ANDERSON JL. Repair of juxtarenal
paraanastomotic aortic aneurysms after previous open repair
with fenestrated and branched endovascular stent grafts. J Vasc
Surg 2005;42(5):997e1001.
3 VERHOEVEN ELG, MUHS BE, ZEEBREGTS CJAM, TIELLIU IFJ, PRINS TR,
BOSWTGJ et al. Fenestrated andbranched stent-grafting after previ-
ous surgery provides a good alternative to open redo surgery. Eur J
Vasc Endovasc Surg 2006;33:83e89.
4 VAN HERWAARDEN JA, WAASDORP EJ, BENDERMACHER BL, VAN DEN
BERG JC, TEIJINK JA, MOLL FL. Endovascular repair of paraanasto-
motic aneurysms after previous open aortic prosthetic reconstruc-
tion. Ann Vasc Surg 2004;18(3):280e286.
5 MORRISEY NJ, YANO OJ, SOUNDARARAJAN K, EISEN L, MCARTHUR C,
TEODORESCU V et al. Endovascular repair of para-anastomotic aneu-
rysms of the aorta and iliac arteries: preferred treatment for a
complex problem. J Vasc Surg 2001;33:503e512.
Accepted 10 October 2006
Available online 28 November 2006
257Correspondencedoi:10.1016/j.ejvs.2006.10.015, available online at
http://www.sciencedirect.com on
Letter to Editor re ‘‘Is There a Minimum Caseload
that Achieves Acceptable Operative Mortality in
Abdominal Aortic Aneurysm Operations?’’ Eur J
Vasc Endovasc Surg 2006;32:273e276
The article by Jibawi et al. investigated the volume-
outcome relationship in AAA surgery. Whilst the
article supports the 2005 NCEPOD report1 there are
concerns over this paper.
*Corresponding author. Mr J.R.H. Scurr, Royal Liverpool University
Hospital, Liverpool L7 8XP, UK.
DOI of original article:10.1016/j.ejvs.2006.03.013The first relates to the use of the ICD10 code I71.x
and the procedural codes L16.x-L26.x for case identi-
fication. The use of these codes maximised the sensi-
tivity of the searches at the expense of specificity.
This should have been addressed in the data cleaning
process, leading to a number of exclusions.
The paper suffers from an inadequate statistical
methods section, which leaves doubt over the validity
of the methods used, and therefore the conclusions
drawn. Additionally, no case-mix adjustment was per-
formed, and the effect of volume on outcomes other
than mortality was not investigated.
The main finding that operative mortality de-
creased with volume is based on figure 1, which
shows a visual decrease with volume. However, the
visual effect would be present in the absence of a vol-
ume effect as when the actual incidence is low, you
get high mortality rates, i.e. 100% (1/1), 50% (1/2)
or 33.3% (1/3). The model fitting used is unlikely to
have taken account of this effect. With figure 2 the
method used to construct the 95% confidence inter-
vals is not stated leading to doubt over the accuracy.
The authors state that: ‘‘to achieve the average
national mortality rate [Trusts need to do 14 elective
operations/year].’’ However, the data suggest that
the national average was elevated. The aim of volume-
outcome studies must be to identify a threshold at
which hospitals achieve mortality rates below the na-
tional average. It is not beneficial to achieve the na-
tional average when this is demonstrably higher than
that achieved at trial centers.2
Finally, the suggestion that high volume hospitals
may use data to misrepresent their experience in the
absence of true outcomes data is unlikely; hospitals
that perform a large number of operations and achieve
a low mortality have no reason to falsify data.
Volume-outcome relationships will gain increasing
importance in the planning of vascular services. Case
selection and valid statistical methodology are key to
these investigations.
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The association between workload and operative
mortality has been shown using different statistical
approaches, including the visual distribution of
data. Pearson’s correlation coefficient with 95% sig-
nificance level was used to quantify this relationship
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Letter to the Editor re: Comments on ‘‘Is There
a Minimum Caseload that Achieves Acceptable
Operative Mortality in Abdominal Aortic
Aneurysm Operations?’’
To the Editor,
We found the comments from Peter Holt useful but
misleading for different reasons.
Although most research groups agree on the diffi-
culties in assuring a high accuracy of hospital admis-
sion data, nevertheless, when used appropriately with
suitable selection of codes it can be a very powerful
tool, and can, therefore, be used for well-designed
outcome research studies, including, for example,
the validation of a prospectively collected multi-cen-
tre ASCOT database.1,2 The systematic review of the
accuracy of hospital admission data as well as the de-
tailed work of Professor J A Michaels on the method-
ology of selecting appropriate codes to perform
a case-mix adjustment in aortic aneurysm operations
were highlighted specifically in our article to answer
the issue of sensitivity and specificity of data selection
in such studies.
Secondly, the topic we investigated in our study
was very specific, namely the minimum workload
that achieves adequate operative mortality. Our out-
come measures, therefore, had to reflect and inves-
tigate this hypothesis with no major account to the
other performance indicators such as morbidity or
length of hospital stay. No detailed case-mix adjust-
ment can be made from HES data, and in so far as
the data allows we identified elective and emergency
cases for thoracic and abdominal aneurysms. This
design was appropriate for our study purpose. Our
method has been reviewed by different independent
Editorial groups with no serious or inadequacy
identified.
and reproducible results can be obtained when sim-
ilar simplified but dedicated method is followed.
Our results fit well with other studies as has been
shown.
Thirdly, we have approached the threshold di-
lemma with no pre-defined values. We are not sure
what Dr Holt means by stating that the national
average was elevated. We are reporting the national
average mortality rate as reflected by HES data,
whether one approves of it or not. If effort is made
to bring outliers down to the average value then
the mean will necessarily decrease. Workload thresh-
old in our study does not assume, for example, that
hospitals should achieve mortality rates below or
above the national average. This approach has been
helpful in obtaining a non-biased threshold based
on the available data. Although most groups agree
that hospitals need to achieve better results than
the current average national mortality, we still have
concerns that using workload as a proxy might not
be the answer as has been discussed and referenced
in our paper.
Finally, centralisation of major operations has
been confirmed to improve outcome to a certain ex-
tent by very well-designed studies. We have shown
that the workload indicator is not the only factor
that is improving those outcomes; it is the other
provision of service and experience in such centres
as well as in other centres that require more
attention.
Yours Sincerely,
A. Jibawi, M. Hanafy, A.J. Guy
Leighton Research Unit, Leighton Hospital,
Crewe, CW1 4QJ, UK
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